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Visiting Nurse’s Approach for Reaching the Mutual
Agreement between Care Team Members, Patient
and a Family during Transitional to Home Care




問看護の経験がある看護師９名に半構成的面接法を用いてデータ収集し､ 質的分析を行った｡ その結果､ 在宅移行期に
おける訪問看護師によるチームメンバー間の合意形成にむけたアプローチには､ 『合意形成が必要な状況を明らかにする
局面』 『ずれをすり合わせる局面』 『効果的・効率的な方略をねる局面』 『新たなケアを創り出す局面』 という４つの局面





The aim of this study was to describe visiting nurse's approach for reaching mutual agreement between care
team members, the patient and his/her family during transition to home care. The data were analyzed in a
qualitative induction method. This study was conducted using a semi-structured interview. Participants were
９nurses, with experience in transitional care, who have helped hospital staff, care team members and
patients' families to reach mutual agreement in their career. Data were analyzed qualitatively.
As results, ４categories of approach that help to reach mutual agreement were found. [Determination of
situations that need mutual agreement]; [Reconciliation and adjustment of differences of opinions and
understandings]; [Elaboration of a strategy for efficient approach to reach mutual agreement] and[Creation of
a new care plan].
Findings from this study highlight ４important points to be considered in the approach to reach mutual
agreement between care team members, patient and his/her family in regard to transitional care. -first, the
determination of situations that need mutual agreement. -second, reconciliation and adjustment of differences
of opinions and understandings. -third, provision of supportive initiatives to empower the team. And fourth,
the creation of a new care plan in a confident way
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いる｡ また､ 浜町10)は､ 医療における意思決定
の場面での合意形成に焦点を当てた研究を行っ
ており､ 合意形成とは､ ｢多様な､ ときには対
立する意見を話し合いによって､ 関係者が納得
したうえで適切な解決策を見出すプロセス｣ と






















































































































本稿では､ 局面を 『 』､ 大カテゴリーを
【 】､ 中カテゴリーを≪ ≫､ 小カテゴリー
















































































































































































































































































































































































では､ ｢もし (胃管が) 抜けた場合や病状的に
何かあった時にはどういう風に対応していくの
か､ 支援診療所や病院の先生と今後どうしてい
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